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SUMMARY Among different malocclusions, posterior
cross-bite is thought to have a strong impact on
the correct functioning of the masticatory system.
The association between unilateral posterior cross-
bite (UPCB) and temporomandibular joint (TMJ)
clicking, however, remains still controversial. The
aim of this study was to investigate whether the
presence of UCPB during early adolescence
increases the risk of reporting TMJ clicking after a
long-term follow-up. A longitudinal survey design
was carried out in a group of 12-year-old young
adolescents, who were examined at baseline for
TMJ clicking sounds and unilateral posterior
cross-bite. After 10 years, 519 subjects could be
reached by a telephone survey. Standardised
questions were used to collect self-reported TMJ
sounds and to determine whether participants had
received an orthodontic treatment. Logistic
regression analysis revealed a significant association
between unilateral posterior cross-bite and
subjectively reported TMJ clicking (odds
ratio = 60; 95% confidence limits = 34–108;
P < 00001). The incidence of TMJ clicking was 12%.
At a ten-year follow-up, self-reports of TMJ
clicking were significantly associated with the
presence of UPCB at baseline, but not with the
report of having received an orthodontic
treatment. Within the limitation of this study, the
presence of unilateral posterior cross-bite in young
adolescents may increase the risk of reporting TMJ
sounds at a 10-year follow-up. The provision of an
orthodontic treatment, however, does not appear
to reduce the risk of reporting TMJ sounds.
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Background
Among different malocclusions, unilateral posterior
cross-bite (UPCB) is thought to have a strong impact
on the correct functioning of the masticatory system
(1–3). The association between posterior cross-bite
and temporomandibular disorders (TMDs) is contro-
versial in the literature across time. According to a
systematic review specifically focusing on the associ-
ation between posterior cross-bite, muscular pain
and disc displacement, the distribution of the studies
supporting or not supporting the association is
similar (4). A possible explanation to the lack of
consistency may be represented by the selection of
the samples. Indeed, most of the studies are based
on orthodontic patients or selected controls among
dental students or staff members that are not repre-
sentative of the general population (5–11). Further-
more, most of the previous studies have been cross-
sectional and fewer reported long-term data (5, 6,
12–17). Hence, the association between posterior
cross-bite and TMDs deserves further investigation
by longitudinal long-term studies, to determine the
possible risk factors.
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In 2002 we started a population-based epidemio-
logic study by recruiting adolescents from among sec-
ondary schools (18). The possible association between
UPCB and TMJ clicking was investigated and resulted
not significant.
The aim of this study was to analyse the association
between TMJ clicking and UPCB in the same sample
after 10 years. The null hypothesis to be tested was
that the presence of UPCB during adolescence is not
associated with the development of TMJ clicking in
the long term.
Materials and methods
Detailed description of the subjects included and the
methods used has been previously published (18) and
are only briefly reported here. In the previous study,
participants were recruited from among secondary
schools by means of a two-stage cluster sampling. From
1680 subjects originally screened, 1291 adolescents
(708 males and 583 females) were included in the
study, with a mean age (s.d.) of 123  11 years.
Posterior cross-bite was diagnosed when the partici-
pant had one or more teeth of the posterior group
(from canine to second molar) in an irregular (at least
one cusp wide) bucco-lingual or bucco-palatal rela-
tionship, with one or more opposing teeth (19). Tem-
poromandibular joint disc displacement with
reduction was diagnosed according to the Axis I
Group IIa of the Research Diagnostic Criteria for Tem-
poromandibular Disorders (RDC/TMD) (20). Tem-
poromandibular joint clicking was recorded both as
clinical sign and as self-report symptom. Positive diag-
noses of right, left and bilateral TMJ disc displacement
with reduction were all grouped into one dichoto-
mous variable (Yes/No).
After ten years, the subjects were interviewed by
telephone and received standardised questions about
TMJ clicking sounds, facial trauma (questions modi-
fied from 15a, 17a of RDC/TMD Patient History Ques-
tionnaire) (21) and the possible provision of
orthodontic treatment since last examination (Q1.
Does your jaw click or pop when you open or close
your mouth or when chewing? Q2. Have you had an
injury to your face or jaw during the last 10 years?
Q3. Have you received an orthodontic treatment dur-
ing the last 10 years?). Self-reported TMJ clicking was
compared to self-reported TMJ clicking registered at
baseline in 2002.
Statistics
Data collected were first analysed by means of con-
ventional descriptive statistics. Accuracy of self-re-
ported TMJ clicking was assessed at baseline in 2002,
using objective TMJ clicking as gold standard. A statis-
tic analysis was performed to compare the original
sample and the follow-up sample and to assess the
presence of selection bias. Continuous variables were
reported as mean and standard deviation (s.d.), while
categorical variables were reported as absolute num-
ber and percentage. Continuous variables were com-
pared by means of t-test, while categorical variables
were compared by means of chi-squared tests. Two
separated analyses were performed: the first one
including the whole sample and the second one
excluding subjects presenting subjective TMJ clicking
at baseline, to estimate the incidence and the ten-year
risk of developing subjective TMJ clicking. Multivari-
able logistic regression was used with subjective TMJ
clicking at follow-up as dependent variable and age,
gender and self-report of orthodontic treatment fur-
ther than facial trauma a priori as independent vari-
ables. Results of logistic regression model were
reported as odds ratio (OR) and 95% confidence
interval (C.I.). Statistical analyses were carried out
by means of the statistical package SPSS software
(Release 15.0*), with a P value < 005 considered
statistically significant.
Results
The flow chart of the study is reported Fig. 1. In
335% (n = 433) of the subjects included in the orig-
inal sample (18), the telephone number was not
available; no statistically significant differences for
the baseline characteristics were found between sub-
jects with and without available telephone number.
Of the 858 subjects identified, 519 could be reached
by phone and interviewed, 219 women and 300
men with a mean age standard deviation of
222  11 at follow-up, representing our follow-up
sample (participation rate 60%) (Fig. 1). No statisti-
cally significant differences were found between lost
to follow-up (n = 339) and subjects interviewed
(n = 519), with exception of unilateral posterior
cross-bite. Specifically, participation rate was 58%
*SPSS, Chicago, IL, USA.
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and 78%, respectively, in subjects without and with
unilateral posterior cross-bite (P < 0001).
Accuracy of self-reported TMJ clicking at baseline
showed a sensitivity of 047 and specificity of 099.
When considering data retrieved in 2002, the asso-
ciation between subjective TMJ clicking and posterior
cross-bite was not significant in the whole original
sample (1291 subjects) (P = 096). Moreover, in 2002,
this association was not significant either in the 519
subjects included in the follow-up sample (P = 031),
or in the lost to follow-up group (P = 065).
In 2012, 68 participants of 519 (131%, 37 females
and 31 males) reported TMJ self-reported clicking.
Twenty-nine participants (56%) had TMJ clicking
and UPCB concurrently. Subjective TMJ clicking was
significantly associated with posterior cross-bite
(P < 00001). The incidence of TMJ clicking in the
sample without click at baseline (n = 502) was 12%
(Table 1). A significant association was found between
UPCB and the risk of developing subjective TMJ click-
ing at ten years follow-up (Table 1).
We performed a multiple logistic regression, consid-
ering the TMJ clicking as the response variable (two
modalities: present, absent), and UPCB (two modali-
ties: yes, no), age, gender (two modalities: boys, girls),
orthodontic treatment and trauma (two modalities:
yes, no) as independent variables. Logistic model was
fitted to the whole follow-up sample (n = 519) and to
the sample without the subjects presenting subjective
TMJ clicking at baseline (n = 502). The results of
logistic regression analysis on the whole sample sug-
gested that UPCB and trauma were the only variables
included into the model significantly associated with
the TMJ clicking (Table 2). Similar results were
obtained excluding 17 subjects presenting subjective
TMJ clicking at baseline, with a significant association
between the development of self-reported TMJ clicking
and UPCB (OR: 755; 95% C.I. 412-1386; P < 0001)
and trauma (OR: 319; 95% C.I. 113-906; P = 0029).
Fig. 1. Longitudinal variation in reported temporomandibular joint clicking sounds. Numbers indicate the number of subjects.
Table 1. Ten-year incidence of self-reported temporomandibu-
lar joint (TMJ) clicking overall and by gender, unilateral poste-
rior cross-bite, trauma, orthodontic treatment and age in 502
subjects without subjective TMJ clicking at baseline
Subjective TMJ clicking (2012)
No (%) Yes (%) P value
Overall 442 (881) 60 (12)
Gender
Female 179 (848) 32 (152) 006
Male 263 (904) 28 (96)
Cross
No 397 (925) 32 (75) <0001
Yes 45 (616) 28 (384)
Trauma
No 421 (886) 54 (114) 009
Yes 21 (778) 6 (222)
Orthodontic treatment
No 330 (894) 39 (106) 011
Yes 112 (842) 21 (158)
Age
<12ys 226 (873) 33 (127) 057
>12ys 216 (889) 27 (111)
Number of observation 502 without subjective TMJ clicking at
baseline.
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The prevalence of TMJ subjective clicking in the
follow-up sample did not differ between subjects who
received or did not receive orthodontic treatment dur-
ing the last ten years, both in the whole sample
(Table 3) and after excluding subjects presenting sub-
jective TMJ clicking at baseline. Also, the report of
having received an orthodontic treatment was not sig-
nificantly associated with subjective TMJ clicking
when considering the 77 subjects presenting UPCB
(Table 4). In particular, in the sample that had not
received orthodontic treatment (n = 51), self-reported
TMJ clicking was observed in 412%. Conversely, in
the sample that had received orthodontic treatment
(n = 26), self-reported TMJ clicking was observed in
308%. Similar results were obtained among the 73
subjects presenting UPCB without self-reported TMJ
clicking at baseline (P = 054).
Discussion
The present study showed a significant association
between unilateral posterior cross-bite and TMJ self-
reported clicking at 10-year follow-up (odds
ratio = 60; P < 00001). The incidence of TMJ clicking
was 38% among subjects presenting UPCB at baseline
and 75% in those not presenting UPCB at baseline.
The study has some strengths and limitations. The
main strengths include the relative high number of
subjects investigated the long-term follow-up and the
use of multivariate statistics. Indeed, most of the ear-
lier studies have been cross-sectional (4), and the
fewer studies on the topic reporting long-term data
(5, 6, 12–17) were based on smaller samples, or sam-
ples selected from orthodontic patients or dentistry
students (5, 6), with possible impact of the external
validity of the results.
An important limitation can be ascribed to the fact
that our assessment of TMJ clicking was obtained by
a telephone interview with no objective assessment of
TMJ sounds, thus being at risk of recall bias. The
interview was chosen because a great percentage of
subjects recalled after 10 years moved from Naples for
Table 2. Results of multiple regression analysis with self-re-
ported temporomandibular joint (TMJ) clicking as the depen-
dent variable and posterior cross-bite, gender, age, orthodontic
treatment and trauma as independent variables
Dependent variable: subjective TMJ clicking
Independent variable
95% confidence intervals
Odds ratio Lower Upper P value
Posterior Crossbite
No† – – – –
Yes 601 337 1069 <0001
Gender
Female†
Male 059 034 102 0061
Age (years) 106 082 137 0660
Previous or current orthodontic treatment
No†
Yes 132 074 236 0350
Trauma
No†
Yes 292 111 771 0030
†Reference group; number of observation 519 with and without
subjective TMJ clicking at baseline.
Table 3. Distribution of subjective temporomandibular joint
(TMJ) clicking, unilateral posterior cross-bite, gender and age by
orthodontic treatment in 519 participants
Previous or current orthodontic
treatment†
No (n = 379)
Yes









51 (135%) 26 (186%) 015
Number of females
(%)
153 (404%) 66 (471%) 017
Mean age in years
(s.d.)
2230 (103) 2205 (109) 020
†Reference group; number of observation 519 with and without
subjective TMJ clicking at baseline.
Table 4. Distribution of subjective temporomandibular joint
(TMJ) clicking and orthodontic treatment in the 77 subjects pre-
senting unilateral posterior cross-bite
Dependent variable: subjective TMJ clicking
Independent variable
95% confidence intervals
Odds ratio Lower Upper P value
Orthodontic treatment†
No (n = 51) – – – –
Yes (n = 26) 064 023 173 037
†Reference group; number of observation 77 with and without
subjective TMJ clicking at baseline
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working reasons or university studies as a conse-
quence of the transition from adolescence to adult-
hood. Nonetheless, a survey method is more practical
than history taking and clinical examination, which
are considered the gold standard for TMD diagnosis
(22, 23) and has been used in previous epidemiologic
research (16, 17, 24–29).
However, it must be stressed that a correct diagnosis
of posterior cross-bite was performed in the first
investigation (18), because the sample was recruited
directly in the secondary schools and underwent clini-
cal examinations. Furthermore, the accuracy of self-
reported TMJ clicking assessed at baseline considering
objective TMJ clicking as gold standard showed high
specificity. Therefore, we believe that the risk of over-
estimating TMJ disc displacement using self-reported
TMJ clicking as investigation tool may be low.
Another limitation is the high number of lost to fol-
low-up that can be deemed as ‘suspect’ (30). The high
number of lost to follow-up can be ascribed to several
reasons. Firstly, we have to stress that we were able
to recall 605% of the original sample, as 433 subjects
could not be traced because of telephone number not
available, home and/or phone number changed.
Among the 858 subjects contacted, 339 did not
answer the phone, moved to other cities and not con-
tactable or refused to answer the questionnaire
because of diffidence to phone surveys, stress by con-
tinuous call centre contacts and fear of possible com-
mercial aims. The subjects lost to follow-up did not
differ from participants surveyed with respect to gen-
der or to the objectively based TMJ disc displacement
diagnosis made at baseline (P = 080). Conversely, the
availability of the subjects to complete the question-
naire was greater among those presenting posterior
cross-bite in 2002 (P < 0001). The sensitisation of
individuals reporting posterior cross-bite by the den-
tists could ascribe their greater availability to enter in
the study. This could represent a limit of the study.
However, the observed participation rate greater than
60% could reduce the risk of bias.
Self-reported TMJ clicking, collected through the
phone survey, was compared to the self-reported TMJ
clicking retrieved in 2002. Consistently with other
findings (5, 13, 15, 31–34), the prevalence of TMJ
clicking increased considerably with the age (33% in
2002, and 131% in 2012). After 10 years, there was
a significant association between UPCB and self-re-
ported TMJ clicking (P < 0001; OR=600). Further-
more, accordingly to previous studies (5, 6), the
development in subjects asymptomatic at baseline of
self-reported TMJ clicking after 10 years was signifi-
cantly associated with UPCB. Probably, the association
between cross-bite and disc displacement in young
adults could be the consequence of a lack of adapta-
tion in the long term (35, 36). However, this hypoth-
esis needs to be confirmed by further long-term
controlled studies. Another possible explanation could
be ascribed to anatomical factors as a consequence of
the skeletal asymmetry associated with UPCB (37–
39). Indeed, among subjects with UPCB, the height of
the articular eminence on the shifted side of the
mandible has been reported to be significantly differ-
ent from that on the contralateral side (38). More-
over, in Angle Class I adult subjects with UPCB, the
condyle ipsilateral to the UPCB is located more poste-
riorly than that contralateral to the UPCB (39) as
compared to normal subjects. Finally, it has been
reported that facially asymmetric adult subjects with
UPCB exhibit not only mandibular asymmetry but
also remodelling of the condylar head and glenoid
fossa (37). Considering that anatomical characteristics
seem to influence joint function (40), anatomical
asymmetries in the glenoid fossa and condyle head
could explain the higher prevalence of disc displace-
ments in subjects with UPCB. Nevertheless, more
studies are needed, specifically comparing anatomical
asymmetries and disc displacement in healthy and
UPCB subjects.
Interestingly, the report of previous orthodontic
treatment was not associated with subjectively
reported TMJ sounds both in the whole sample
(Table 3), and in the sample presenting posterior
cross-bite only (Table 4). This means that, the provi-
sion of an orthodontics treatment does not appear to
reduce the risk to report TMJ sounds clicking sounds
thereafter. However, as for clicking sounds, the evalu-
ation of orthodontics treatment was only based on
self-report report with no objective evaluation of
occlusion and of the quality of orthodontic correction.
In conclusion, within the limitation of the present
study, our findings indicate that UPCB is associated
with subjectively reported TMJ sounds at long-term fol-
low-up and that the 10 years incidence of self-reported
TMJ clicking is higher in subjects who presented
UPCB at baseline. Having an orthodontic treatment,
however, does not reduce the risk of reporting TMJ
sounds. Further longitudinal studies are needed to
© 2015 John Wiley & Sons Ltd
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elucidate the relationship between objectively assessed
disc displacement, unilateral posterior cross-bite and
its orthodontic correction.
Acknowledgment
The Authors thank prof. Paolo Chiodini for his kind
assistance in the statistical elaboration of the data.
Conflicts of interest
No conflict of interest declared. This research was
carried out without funding.
References
1. Proffit WR, Fields HW, Sarver DM, Ackerman JL. Contem-
porary orthodontics, 5th ed. St Louis (MO): Elsevier;
2012:10.
2. McNamara JA Jr. Early intervention in the transverse
dimension: is it worth the effort? Am J Orthod Dentofacial
Orthop. 2002;121:572–574.
3. McNamara JA Jr, Seligman DA, Okeson JP. Occlusion,
orthodontic treatment, and temporomandibular disorders: a
review. J Orofac Pain. 1995;9:73–90.
4. Iodice G, Danzi G, Cimino R, Paduano S, Michelotti A. As-
sociation between posterior crossbite, masticatory muscle
pain, and disc displacement: a systematic review. Eur J
Orthod. 2013;35:737–744.
5. Marklund S, W€anman A. Risk factors associated with inci-
dence and persistence of signs and symptoms of temporo-
mandibular disorders. Acta Odontol Scand. 2010;68:289–
299.
6. Marklund S, W€anman A. Incidence and prevalence of tem-
poromandibular joint pain and dysfunction. A one-year
prospective study of university students. Acta Odontol
Scand. 2007;65:119–127.
7. Chiappe G, Fantoni F, Landi N, Biondi K, Bosco M. Clinical
value of 12 occlusal features for the prediction of disc dis-
placement with reduction (RDC/TMD Axis I group IIa). J
Oral Rehabil. 2009;36:322–329.
8. Farella M, Palla S. External validity: a forgotten issue? J
Orofac Pain. 2009;23:297–298.
9. Miyawaki S, Tanimoto Y, Araki Y, Katayama A, Kuboki T,
Takano-Yamamoto T. Movement of the lateral and medial
poles of the working condyle during mastication in patients
with unilateral posterior crossbite. Am J Orthod Dentofacial
Orthop. 2004;126:549–554.
10. Sonnesen L, Bakke M, Solow B. Temporomandibular disor-
ders in relation to craniofacial dimensions, head posture and
bite force in children selected for orthodontic treatment.
Eur J Orthod. 2001;23:179–192.
11. Pullinger AG, Seligman DA. Quantification and validation of
predictive values of occlusal variables in temporomandibular
disorders using a multifactorial analysis. J Prosthet Dent.
2000;83:66–75.
12. Pahkala R, Qvarnstr€om M. Can temporomandibular dys-
function signs be predicted by early morphological or func-
tional variables? Eur J Orthod. 2004;26:367–373.
13. Egermark I, Magnusson T, Carlsson GE. A 20-year follow-
up of signs and symptoms of temporomandibular disorders
and malocclusions in participants with and without
orthodontic treatment in childhood. Angle Orthod.
2003;73:109–115.
14. Egermark-Eriksson I, Carlsson GE, Magnusson T, Thilander
B. A longitudinal study on malocclusion in relation to signs
and symptoms of cranio-mandibular disorders in children
and adolescents. Eur J Orthod. 1990;12:399–407.
15. Egermark-Eriksson I, Carlsson GE, Magnusson T. A long-
term epidemiologic study of the relationship between occlu-
sal factors and mandibular dysfunction in children and ado-
lescents. J Dent Res. 1987;66:67–71.
16. Helm S, Petersen PE. Mandibular dysfunction in adulthood
in relation to morphologic malocclusion at adolescence.
Acta Odontol Scand. 1989;47:307–314.
17. Helm S, Kreiborg S, Solow B. Malocclusion at adolescence
related to self-reported tooth loss and functional disorders in
adulthood. Am J Orthod. 1984;85:393–400.
18. Farella M, Michelotti A, Iodice G, Milani S, Martina R.
Unilateral posterior crossbite is not associated with TMJ
clicking in young adolescents. J Dent Res. 2007;86:137–
141.
19. Daskalogiannakis J. Glossary of orthodontic terms. Chicago,
IL, USA: Quintessence Publishing; 2000:79.
20. Dworkin SF, Le Resche L. Research diagnostic criteria for
temporomandibular disorders: review, criteria, examinations
and specifications, critique. J Craniomandib Disord.
1992;6:301–355.
21. International Consortium for RDC/TMD-based Research,
2011. Available at: http://www.rdc-tmdinternational.org/,
accessed 10 August 2013.
22. De Leeuw R. Orofacial pain: guidelines for assessment,
diagnoses and management. Chicago (IL): Quintessence;
2008.
23. Greene CS. Managing the care of patients with temporo-
mandibular disorders: a new guideline for care. J Am Dent
Assoc. 2010;141:1086–1088.
24. Goncalves DA, Dal Fabbro AL, Campos JA, Bigal ME, Spe-
ciali JG. Symptoms of temporomandibular disorders in the
population; an epidemiological study. J Orofac Pain.
2010;24:270–278.
25. Goulet JP, Lavigne GJ, Lund JP. Jaw pain prevalence among
French-speaking Canadians in Quebec and related symp-
toms of temporomandibular disorders. J Dent Res.
1995;74:1738–1744.
26. Glass EG, McGlynn FD, Glaros AG, Melton K, Romans K.
Prevalence of temporomandibular disorders symptoms in a
major metropolitan area. Cranio. 1993;1:217–220.
27. Locker D, Slade G. Prevalence of symptoms associated with
temporomandibular disorders in a Canadian population.
Community Dent Orl Epidemiol. 1988;16:310–316.
© 2015 John Wiley & Sons Ltd
C R O S S - B I T E A N D TM J C L I C K I N G : 1 0 - Y E A R F O L L OW - U P 21
28. Mobilio N, Casetta I, Cesnik E, Catapano S. Prevalence of
self-reported symptoms related to temporomandibular disor-
ders in an Italian population. J Oral Rehabil. 2011;38:884–
890.
29. Pow EH, Leung KC, McMillan A. Prevalence of symptoms
associated with temporomandibular disorders in Hong Kong
Chinese. J Orofac Pain. 2001;15:228–234.
30. Locker D. Response and nonresponse bias in oral health sur-
veys. J Public Health Dent. 2000;60:72–81.
31. Magnusson T, Carlsson GE, Egermark I. Changes in clinical
signs of craniomandibular disorders from the age of 15 to
25 years. J Orofac Pain. 1994;8:207–215.
32. Magnusson T, Carlsson GE, Egermark I. Changes in subjec-
tive symptoms of craniomandibular disorders in children
and adolescents during a 10-year period. J Orofac Pain.
1993;7:76–82.
33. Magnusson T, Egermark-Eriksson I, Carlsson GE. Five-year
longitudinal study of signs and symptoms of mandibular
dysfunction. Cranio. 1986;4:338–344.
34. Thilander B, Rubio G, Pena L, de Mayorga C. Prevalence of
temporomandibular dysfunction and its association with
malocclusion in children and adolescents: an epidemiologi-
cal study related to specified stages of dental development.
Angle Orthod. 2002;72:146–154.
35. Michelotti A, Iodice G. The role of orthodontics in temporo-
mandibular disorders. J Oral Rehabil. 2010;37:411–429.
36. Nerder PH, Bakke M, Solow B. The functional shift of the
mandible in unilateral posterior crossbite and the adaptation
of the temporomandibular joints: a pilot study. Eur J
Orthod. 1999;21:155–166.
37. Takada JI, Miyamoto JJ, Yokota T, Ono T, Moriyama K.
Comparison of the mandibular hinge axis in adult patients
with facial asymmetry with and without posterior unilateral
crossbite. Eur J Orthod. 2015;37:22–27.
38. Pirttiniemi P, Kantomaa T, Lahtela P. Relationship between
craniofacial and condyle path asymmetry in unilateral pos-
terior crossbite patients. Eur J Orthod. 1990;12:408–413.
39. Brian LO, Cyril S, Bernard S, Ellen AB. An evaluation of
mandibular asymmetry in adults with unilateral posterior
crossbite. Am J Orthod Dentofac Orthop. 1995;107:394–
400.
40. Seligman DA, Pullinger AG. Improved interaction models of
temporomandibular joint anatomic relationships in asymp-
tomatic subjects and patients with disc displacement with or
without reduction. J Orofac Pain. 2004;18:192–202.
Correspondence: Giorgio Iodice, Department of Dental and Maxillo-
Facial Sciences, School of Dentistry, University of Naples ‘Federico
II’, Via Pansini, 5. I-80131 Naples, Italy.
E-mail: iodicegiorgio@gmail.com
© 2015 John Wiley & Sons Ltd
A . M I C H E L O T T I et al.22
